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Abstract
Objective—To measure the level of
compliance among businesses with legis-

lation prohibiting smoking in public
places.
Design—A representative sample of

businesses in the Australian Capital Terri-
tory (ACT) was selected. A two-phase sur-
vey design was used: in phase 1, interview-
ers observed business premises to evaluate
their compliance with the legislation,
observing the display of no-smoking signs
and noting any evidence of smoking in
smoking-prohibited areas; in phase 2, a
short questionnaire was completed by the
business owner or manager.
Setting—Observations of business
premises and self-completion interviews
with owners or managers of those
premises.

Subjects—938 respondents who were
either owners, managers, or employees of
ACT businesses.

Main outcome measures—Compliance
with legislation prohibiting smoking in the
public areas of business premises;
businesses’ own perceptions of the extent
of their compliance; and the factors affect-
ing the discrepancy between actual and
perceived compliance.

Results—A total of 22% of the businesses
complied fully with the legislation,
whereas 56% partially complied by
displaying external or internal signage.
Most respondents (84%) believed that they
were complying fully with the legislation.
Only 21% of the businesses complied and
correctly assessed their compliance.
Evidence of smoking was detected in only
5% of no-smoking premises. The type of
business and the smoking policy of the
establishment at the time the legislation
came into force were important influences
on compliance, followed by whether the
premises were free-standing or located
within shopping malls. The mass media
was identified as the main source of infor-
mation about the legislation.
Conclusions—Ensuring the successful
implementation of non-smoking legisla-
tion is facilitated by (a) widespread
publicity to make business proprietors
and their customers and clients aware of
thelegislation; (b) firstimplementinglegis-
lation in premises where there is strong
public support for such measures; and (c)
targeting information to premises that

have pre-existing policies prohibiting
smoking on their premises.

(Tobacco Control 1997;6:326-331)
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Introduction
Ever since environmental tobacco smoke
(ETS) became widely recognised as a health
hazard to non-smokers,'* governments in
many countries have sought to prohibit or
restrict smoking in enclosed public places..
Workplaces have been singled out for
particular attention, due to the long duration
and high frequency with which employees are
exposed to ETS. More recently, there has been
increasing interest in regulatory action aimed
at restricting or prohibiting smoking in the
hospitality sector, where voluntary policies and
self-regulation have had only limited effect.
This sector has not responded to customer
preferences,’” and employees are afforded little
protection from frequent ETS exposure.

Progress towards implementing bans on
smoking in public places has varied from coun-
try to country. A 1986 resolution by the World
Health Organisation declared that passive
smoking “violates the right to health of
non-smokers” and urged member states to
ensure that “non-smokers receive effective
protection, to which they are entitled, from
involuntary exposure to tobacco smoke, in
enclosed public places, restaurants, transport,
and places of work and entertainment.”
Although the European Community passed a
resolution in 1989 encouraging member states
to implement smoking prohibitions, with the
exception of France, very few European coun-
tries have followed this lead,’” despite
apparently strong public support.®

In North America, moves to prohibit smok-
ing in public places have been more rapid. In
the United States, state legislation was first
enacted in the 1970s, with state laws and local
ordinances increasing rapidly (and, in many
cases, strengthening) during the 1980s and
1990s. By 1989, no fewer than 44 states and
more than 500 cities had laws restricting
smoking in public places and workplaces’ (Rig-
otti ez al, unpublished paper and personal cor-
respondence, 1995). In Canada, more than 39
cities and towns had enacted bylaws regulating
smoking in public places by the end of the
1980s."° Most studies have reported that such
laws have had no net detrimental economic
impact on the hospitality industry’’* or on
tourism (Letter from HA Silas, Department of
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Health Services, County of San Diego to Dr
Michael Siegel, 1992).

In Australia, a number of major employers
had introduced smoking restrictions or
prohibitions by the early 1990s, including
airlines, airports, state and federal government
offices, banks, and police stations. There has
also been considerable public debate about
restricting smoking in other public places, such
as shopping centres, restaurants, and cafés.'” '°
However, despite strong public support for
wider ranging bans than currently exist,” " '®
there was, until 1994, no legislation requiring
restaurants or other enclosed public places to
restrict or prohibit smoking other than for rea-
sons of safety and hygiene. The Australian
Capital Territory’s (ACT’s) Smoke-Free Areas
(Enclosed Public Places) Act 1994 is
Australia’s only smoke-free indoor environ-
ment legislation enacted specifically to protect
against involuntary exposure to ETS. The
ACT is a self-governing territory with both
state and municipal functions, with an elected
assembly of 17 members.

A major issue with regard to prohibiting or
restricting smoking in private premises open to
the public is compliance, especially as such
laws tend to rely on self-enforcement.' *° Legis-
lation which does not receive widespread com-
pliance among both proprietors and customers
not only fails to further the health goals of the
legislation, but hampers any further attempts
at reform by bringing the law into contempt.
However, the first systematic assessment of
compliance with the public place provisions of
a state or city no-smoking law was only
published in 1993.° The paucity of case studies
examining business and customer compliance
with smoking restrictions in private premises
means that policy makers have little data on
which to base their strategies.

The few studies that have been conducted
have come to several conclusions. High levels
of compliance are associated with high levels of
awareness of the law,'* *' although awareness of
the law does not necessarily imply knowledge
of its provisions. There is also evidence that the
display of no-smoking signs has a crucial role
in self-enforcement,’ because: (a) they act as a
constant reminder of the policy, and (b) they
create an anti-smoking environment. However,
without periodic reminders by public officials,
compliance may decline over time.""
Complaints to health authorities about
infringements of the policy do not appear to be
a reliable measure of compliance.’

This article examines businesses’ compli-
ance with ACT legislation restricting smoking
in private premises accessible to the public.
More specifically, we consider the results of a
representative survey of local businesses,
conducted after the legislation had been in
effect for six months, to examine (a) whether or
not the premises complied with the legislation;
(b) whether the proprietors themselves
thought that they complied with the legislation;
and (c) the factors that appeared to influence
compliance.
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ACT SMOKE-FREE ENCLOSED PUBLIC PLACES
LEGISLATION

Although all public-sector and a number of
private-sector employers in the ACT
introduced restrictions on smoking during the
1980s and early 1990s, prohibiting or restrict-
ing smoking in the public areas of most private
premises was, until 1994, voluntary. Where
they were introduced, smoking prohibitions
tended to be prompted by occupational health
and safety concerns rather than out of concern
for clients or patrons. Before 1994, smoking
was prohibited in the common areas of one of
the ACT’s four major town centre shopping
malls and in several large department stores.
Although there were a number of non-smoking
restaurants and cafés, government estimates
suggested that less than 20% of the ACT’s 600
restaurants and cafes offered smoke-free dining
or designated smoking and non-smoking
dining areas.

Although many business proprietors claimed
that they were waiting for the government to
introduce uniform smoking restrictions, public
opinion appeared ready to support the
introduction of smoking restrictions. A 1991
survey of more than 500 adults found that
three-quarters of those interviewed favoured
the prohibition of smoking in all enclosed pub-
lic places, with support for such prohibitions
ranging from 63% for public transport
terminals to more than 80% for banks, depart-
ment stores and shops, and more than 90% for
food stores, cinemas, and theatres. When asked
about smoking in restaurants, 97% favoured
restriction or prohibition; only 3% favoured
unrestricted smoking. Three times as many
respondents said they would be more likely to
eat where smoking was prohibited as would be
less likely to eat there.*

Although levels of smoking in the ACT are
similar to those found elsewhere in Australia,
the Territory differs in several respects from
the rest of the country. As the federal capital,
the population of a third of a million is highly
educated, with high average incomes. Nearly
half of the workforce is employed by
government, which has had smoke-free
workplace policies since the late 1980s. In
addition, the legislation attracted cross-party
support in the elected assembly, and the then
opposition leader was a pharmacist with a keen
interest in health issues. Although the national
tobacco industry opposed the legislation,
organised objections came mainly from the
hospitality and tourism sectors.”? The
legislation was strongly supported by the peak
body representing trade unions, although not
by all individual unions.

Before the introduction of the legislation, the
government conducted a public consultation
in late 1993. This was followed by a further
consultation and inquiry by an Assembly
standing committee in 1994. The final legisla-
tion was passed in September 1994, with the
first smoking restrictions and prohibitions tak-
ing effect in December 1994. The Act prohib-
its smoking in a wide range of enclosed
(indoor) public places, including restaurants,
shops, and shopping centres. During the first
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year, restaurants, cafés, and other enclosed
public dining areas were required to prohibit
smoking in a minimum of 50% of the dining
area. The legislation is based on self-
enforcement, with government health inspec-
tors responding to complaints and providing
compliance to proprietors. The Act provides
for fines of up to $A500 for smoking in a
smoking-prohibited area and up to $A5000 for
a proprietor’s failure to comply with the
legislation. To date, one legal action has been
brought against a proprietor for non-
compliance.

The legislation required proprietors of busi-
nesses to show approved signage prohibiting
smoking in their premises. Three types of signs
were available from the government, each
printed in red and black ink on a white
background, displaying the international
no-smoking symbol, in addition to one of the
following messages: “No smoking please”
(adhesive and stand-up); “No smoking
please—except where indicated” (adhesive);
“Smoke-free areas—thank you for not
smoking” (adhesive and stand-up). Consulta-
tion by government health officials with
businesses about the content of the signs
resulted in the name of the Act appearing on
the signs, so that customers would know that
smoking was being prohibited because of the
law, not because of management policy. The
signs were available free of charge on request at
several locations. Signs other than those
provided by the government were permitted as
long as they met the Act’s signage
requirements.

The legislation reflects a number of compro-
mises. The original proposal—that restaurants
be included among the initial group of
premises to be required to go smoke-free—was
rejected, and instead a one-year, phasing-in
period was adopted, during which time restau-
rants were required to make at least 50% of
their dining area non-smoking. The Act also
specifies 30 months as the phasing-in period
for the smoking prohibition in public houses,
bars, and social clubs that have licences to
serve alcohol. Although the original legislation
did not permit exemptions, opposition amend-
ments provided for exemptions to be granted
for restaurants (allowing them a maximum
25% smoking) and licensed premises
(maximum 50% smoking) if they operated suf-
ficiently sophisticated air conditioning and
ventilation equipment.

Table 1 Actual and perceived levels of compliance with non-smoking legislation (%)

Percetved compliance
Planning Non-
All Complying compliance compliant
Actual compliance (n =938 (n=731) (n =56) n=287)
Full 22 25 11 9
Partial 56 58 46 50
None 22 17 43 41

X* = 46.6, df = 4, P <0.001.
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Methods
SUBJECTS
A survey was conducted among local

businesses to assess the level of awareness and
compliance with the legislation. The survey
was conducted in two phases. In the first phase,
interviewers observed businesses in terms of
their type, the presence of no-smoking signage,
and the extent to which the businesses
appeared to comply with the legislation. In the
second phase, the interviewers contacted the
manager or an employee of the business, who
was asked to complete a short questionnaire.
The respondent either handed the completed
questionnaire to the interviewer or returned it
by mail in a reply-paid envelope. A total of
1488 businesses were observed by the
interviewers, with 938 (63.0%) returning a
usable questionnaire. These 938 subjects,
where we have matched data provided by
interviewers and respondents,”® form the
basis for the analyses presented here. An analy-
sis of the interviewer-observed businesses that
failed to return a questionnaire indicated that
they differed little in terms of their location
within the private sector compared with those
businesses for which we had complete
information.

PROCEDURES .

Both phases of the survey were conducted in
June 1995, six months after the legislation
came into effect. The survey targeted a
representative sample of all businesses with
enclosed public places within the ACT. The
sample size of 1488 represents 7.3% of all
business names registered in the ACT.

SURVEY INSTRUMENT

The interviewers were required to complete a
questionnaire based on their observations of
the business premises, including details of sig-
nage and evidence of smoking in prohibited
areas (reflected in cigarette butts or the smell of
tobacco smoke, for example). The interviewers
were then instructed to contact the manager or
another senior staff member, who was asked to
complete a questionnaire. The questionnaire
asked about the business’s smoking policy
before the introduction of the legislation in
December 1994 and their current smoking
policy, as well as their beliefs about whether the
new law affected smoking in their premises and
the extent to which their premises met the
requirements of the legislation.

Results

Among the 938 survey respondents for whom
complete information was available, 22% of
businesses complied fully with the legislation,
based on a visual evaluation of the premises by
the interviewers (table 1). This meant that
these premises displayed appropriate signage;
the interviewers also reported there was also no
evidence of smoking in non-smoking areas.
Just over half of the premises—56%—partially
met the legislative requirements by displaying
signage either externally or internally in the
premises, but not both, as is required by law.
The remaining 22% of the premises failed to
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Table 2 Compliance as a function of business type (%)
Private sector

Financial Shop Food Real estate Car Government Other

(n=41) m=187) (m=119) (m=119) (n=33) (n=44) (n=314)
Full compliance* 15 11 22 17 27 11 27
Technical non-compliance* 68 52 44 51 24 66 44
Non-compliance* 10 15 16 12 6 16 17
Other 7 22 18 20 42 7 12

%2 =62.1,df = 18, P <0.001.
*See text for definitions.

meet any of the requirements by not displaying
the appropriate signage; in a small number of
cases—5%—the interviewers observed evi-
dence of smoking in non-smoking areas.

By contrast, most proprietors or staff who
were interviewed—731 or 84% of the total
number of interviews—believed that they were
complying fully with the legislation. A further
6% of the total said that they were planning to
comply at some future date, while 10% were
either unaware of the legislation or knew that
they did not comply and had no plans to do so.
Among those who believed that they were
meeting the requirements (column 2 in table
1), only 25% were actually compliant, although
a further 58% partially met the requirements.
This was generally because they met one or the
other of the signage requirements.

The results indicate a considerable
discrepancy between how far the businesses
met the legislative requirements, and how far
the proprietors considered that they met them.
Of the total number of premises included in
the survey, 21% complied and correctly
assessed their compliance: these businesses
were therefore in full compliance. However, by
far the largest group, 48%, were businesses
which only partially complied but thought that
they were in full compliance; these are
businesses which were in technical non-
compliance with the legislation. A further 15%
were non-compliant but also thought that they
were in full compliance: these are what we term
non-compliant. The remaining 16% of
businesses were divided between the six
remaining categories.

Among the factors that were considered rel-
evant in examining awareness and compliance
levels were the type and location of premises
and the smoking policy of the establishments,
before the legislation coming into effect and
when the survey was conducted at the
six-month stage. The results in table 2 for the
type of business show that a correct assessment
was highest among car and other retailers, fol-
lowed by food retailers, a category which
included food stores as well as cafés,

restaurants, and takeaways. Compliance was
lowest among shop retailers (11%) and,
surprisingly, among government establish-
ments (also 11%). Overall, business type had a
major impact on the level of compliance (x*=
62.1,df = 18, P<0.001).

Table 3 shows that the smoking policy of the
establishment at the time the legislation came
into force was also a major influence on
compliance (y’= 102.6, df = 5, P<0.001). No
less than 53% of the businesses thought that
they were compliant but which were only par-
tially compliant had a complete prohibition on
smoking when the survey was conducted. Most
businesses in this category had a pre-existing
policy banning smoking and therefore believed
that the legislation did not apply to them; in
fact, they had to have adequate signage to meet
the requirements of the legislation. This was
illustrated by the fact that many of the
businesses, when offered the correct signage by
the interviewers, refused to take them. Most
argued that they were prohibited from placing
signs in their windows, either by company
policy or by the shopping mall within which
their business was located.

Whether premises were free-standing or
located within shopping malls was also statisti-
cally significant, with 63% of businesses within
shopping malls believing that they were fully
compliant when in fact they were only
technically compliant. The reasons appeared
to be the retailers’ belief that the shopping cen-
tre’s smoking prohibition also applied to
individual businesses within the centre, or a
belief that a no-smoking policy by the company
was sufficient to meet the requirements. Such
retailers were surprised to learn that the
no-smoking signs at the shopping mall
entrances applied only to the common areas of
the mall and that they were required to display
signs within their own premises as well. Table 3
reveals a more minor effect on compliance for
the seniority of the staff member who was
interviewed, with managers and senior staff
tending to give more accurate information than
other staff; their position, presumably, made

Table 3 Compliance as a function of location, prior smoking policy, and staff member interviewed (%)

Premises Smoking policy in 1994 Staff member
Shopping mall  Multistory Independe Prohibited Restricted Permitted Manager Sentor Other
(m=116) (m=121) (n = 643) (n =506) (n =229) (n=132) (n = 365) m=179) (n=298
Full compliance* 8 16 24 25 18 11 22 27 17
Technical non-compliance* 63 55 44 53 43 33 42 47 53
Non-compliance* 20 18 13 14 15 14 14 13 17
Other 11 20 7 25 41 22 13 12

9
x2=38.9, df=6, P<0.001

¥°=102.6, df=6, P<0.001

x’=23.2, df=6, P<0.001

*See text for definitions.
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Table 4 Sources of information about the legislation (%)

Mass media Business Government Personal

(n=282) (n=83) (n=51) (n =69
Full compliance* 18 15 10 6
Technical non-compliance* 47 59 53 49
Non-compliance* 17 13 23 23
Other 18 13 14 22

x* =498.5,df = 9, P <0.001.

*See text for definitions.

them more familiar with the compliance
requirements.

What sources of information did = the
respondents consider important in gaining
knowledge about the legislation? When asked
their main sources from a list of 10 possible
options, 30% did not mention any source.
Among the remainder, the most cited source
was the mass media in general (34%), radio
and television (27%), and newspapers (16%).
In total, 32% mentioned at least one of these
three sources. Business sources, business
contacts, or mail from a business or industry
organisation was mentioned by 9% of the
respondents, followed by government (8%),
and personal contacts such as a customer or by
word of mouth (6%).

There is a significant relationship between
these sources of information and perceptions
of compliance and how far the business did
actually comply with the legislation (table 4).
The greatest accuracy is found among those
who used the mass media as their major source
of information: 18% correctly assessed full
compliance, whereas a further 47% were tech-
nically compliant. However, this latter category
is also large among those who used business as
their primary source of information (59%) or
government (53%). The least effective source
of information emerged as personal contacts;
only 6% of those relying on this source of
information were fully compliant.

Discussion

Smoking in public places has become a major
public health priority, as the authorities have
sought to minimise the harmful effects of ETS.
This change has been made possible by the fact
that health messages about passive smoking
have, at least in the ACT, succeeded in produc-
ing social norms sufficient to support a smoke-
free public places law. But although progress
has been made in restricting smoking in public
places, by their nature the very different public
places involved has meant that restrictions are
often not uniformly applied, or if they are
applied, compliance varies substantially.

The major difficulty in any uniform policy
restricting or prohibiting smoking is compli-
ance. There is a traditional association between
smoking, alcohol, and leisure in the hospitality
sector which has defied attempts at reform. In
this article, we have examined the level of com-
pliance with the ACT’s smoke-free public
places legislation, the first attempt in Australia
to apply smoking restrictions uniformly across
all public places and one of the first in the
world. Our major conclusion is that there is a
substantial discrepancy between perceived
compliance and actual compliance. Part of this
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discrepancy is accounted for by businesses
which had a non-smoking policy before the
introduction of the legislation. These
businesses apparently thought that they
complied with the legislation by virtue of their
pre-existing policy: they did not realise that
appropriate signage was required.

Although inadequate signage may seem a
small transgression—the businesses already
had a non-smoking policy, thus effectively
meeting the legislative requirements—the
display of signage was considered of crucial
importance in achieving a high level of business
and community awareness, as the law was
intended to be “self-enforcing”. However,
despite the lack of signs in the majority of
cases, there was no evidence of smoking occur-
ring in most smoking-prohibited premises.
This appeared to be partly a consequence of
the previously existing non-smoking policy in
these businesses, and partly because the
display of no-smoking signs at entrances to
common areas was misunderstood as applying
to individual premises. No-smoking signs may
convey the rule without conveying the fact that
there is a law (Rigotti ez al, unpublished paper
and personal correspondence, 1995). If so,
achieving compliance with non-smoking legis-
lation may depend less on public knowledge of
the law than on strong public support for those
rules.

The results presented here suggest
that—with the exception of signage—
businesses find few problems in introducing
and maintaining a smoke-free workplace.
Other studies have found varying levels of
compliance. A study in Cambridge, Massachu-
setts (United States) found that two years after
smoke-free legislation had been introduced,
38% of stores illegally permitted customers or
employees to smoke.” By contrast, a recent
study of compliance with smoking bylaws in
Toronto, Ontario (Canada) found that 90% of
restaurants complied with the law by having at
least 50% of their workplace smoke-free.”* Our
results are closer to those of the Toronto study,
and show that effective non-smoking in a wide
range of enclosed public places is possible with
minimal opposition. Moreover, like the
Canadian study, we found that proprietors
were much more likely to mention the
advantages rather than the disadvantages of a
non-smoking policy.

What implications do these results have for
jurisdictions contemplating similar legislation?
Perhaps the most important implication is the
need for publicity. A no-smoking law should be
effectively publicised, simply and factually, to
businesses and their customers and clients.
Although proprietors have a responsibility to
be aware of legislation that affects their
business, many said that there was a lack of
government information about this law. The
absence of an effective information programme
will result in businesses being uninformed or
misinformed about the law and believing that
they are complying when they are not, leaving
them (and their customers) liable to legal
action. Personal visits were found to be
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effective, notably in the case of small,
independent businesses in isolated areas.

Two other points also emerged from the
evaluation of compliance with the ACT
legislation. First, health authorities should take
advantage of community norms and support
by first implementing legislation in premises
where public support will contribute to high
levels of compliance, such as shops and
shopping centres. Once the principle of prohi-
bition is accepted in these areas, it is easier to
extend the ban to other public areas, such as
hotels and clubs. Second, pre-existing
no-smoking policies contribute to businesses
being more relaxed about the effect of the leg-
islation, because they are not faced with
making a major change, but it also often
confuses them about their actual legal
obligations. It may therefore be necessary to
target information to those businesses with
pre-existing no-smoking policies.

The survey data used in this paper were collected by the
Australian Capital Territory Department of Health and
Community Care. The department is not responsible for the
views and opinions expressed herein. Our thanks to Dr Michael
Cummings and two anonymous reviewers for their constructive
comments on an earlier draft of the paper.
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